INTRODUCTION

CT Techniques
Two-phased (arterial and portal) contrast enhanced dynamic CT was performed with a 4-MDCT scanner (LightSpeed, GE Healthcare, Milwaukee, WI, USA) and 16 
Image Analysis
Two radiologists with 6 and 7 years of experience in abdominal CT interpretation reviewed all patient CT images without any clinical information. Before the review, Borrmann type IV lesions were presumed to exhibit layered patterns of contrast enhancement of the diseased gastric wall with time-dependant gradual thickening of an inner layer of contrast enhancement.
Conversely, Borrmann type III lesions were assumed to exhibit rather inhomogeneous contrast enhancement throughout the diseased gastric wall with little difference between the arterial and portal phases. The radiologists retrospectively and independently scored tumor enhancement patterns of two-phased dynamic CT images on a picture archiving and communication system monitors using a five-grade scale. The presence or size of ulcerations was not considered as a determinant of the score for each lesion. The five-grade scale was as follows: Grade 1 -defidistinguishable mucosal lesion, lesion detection and determining the extent of Borrmann type IV lesions have been challenging for endoscopists (7, 8) .
Development of multi-detector row computed tomography (MDCT) has resulted in the ability to obtain improved abdominal imaging resolution with decreased scan time. In addition, the multiplanar capability of MDCT allows for very high quality stomach imaging. Currently, two-phased (arterial and portal phases) dynamic contrast-enhanced MDCT is generally used for the staging of gastric cancers (9, 10). Takao 
MATERIALS AND METHODS
Patient Populations
We obtained approval for this study from the institutional review board at our hospital, and the requirement for informed Table 1 ).
DISCUSSION
In Western countries, more than 80% of patients with gastric cancer have AGC, and the prognosis of gastric cancer is still unsatisfactory, even after radical gastrectomy (15) . Morphological classification of AGC using the Borrmann classification system (types I through IV) was described in 1926, and since then, it has been widely used (16, 17) . Borrmann type IV has shown an independent poor prognostic factor, and An et al. analysis was used (12) (13) (14) . In all statistical analyses, differences were considered significant when the p value was less than 0.05.
RESULTS
Interobserver agreement for the CT pattern scores of Bor- Dynamic MDCT with the water filling method has several merits, such as clear depiction of the gastric wall, prominent tumor enhancement, inexpensive material, good toleration, and lack of overshooting artifacts by air in the lumen. Shimizu et al. (20) reported that the detection rate of AGC is high (96.2%) when using MDCT with the water filling method and that the accuracy of the depth of invasion of gastric cancer is also high (85%). On dynamic MDCT scan with water filling, the layered Type IV  1  69  4  49  3  2  9  1  33  6  3  2  1  5  1  4  10  12  7  10  5  10  25  6  23  100  43  100  43 Note.-*Scores are as follows: Grade 1 -definite heterogeneous enhancement of the entire tumor lesion on arterial and portal phase images; Grade 2 -probably heterogeneous enhancement of the entire tumor lesion on arterial and portal phase images; Grade 3 -undetermined enhancement pattern of the entire tumor on arterial and portal phase images; Grade 4 -probably homogeneous enhancement of the entire tumor lesion with a gradually layered pattern of contrast enhancement on arterial and portal phase images; Grade 5 -definite homogeneous enhancement of the entire tumor lesion with a gradually 
